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ABSTRACT

Objective:  Key informants’ perceptions of nutrition and health needs in their southern rural communities were assessed prior to
nutrition intervention planning.

Design:  This cross—sectional survey used in-person interviews.

Subjects/Settings: A sample of 490 individuals from 12 professional and lay roles in 8 community sectors in 36 counties in Arkansas
Louisiana, and M1551551pp1 was chosen.

Statistical/lnalyses Performed:  Factor analysis was carried out on reported food, nutrition, and health problems and contributing fac- -
tors. The General Linear Models procedure identified within- and between-subject effects for factors. Tukey’s post hoc tests identi-
fied differences between sectors and states. Frequencies and weighted rankings were computed for health problems.

Results:  Key informants rated individual-level factors (food choices, education, willingness to change, health behavior) as more
important than community-level factors (food and health care access, resources) with regard to nutrition and health problems and
contributors to problems. The number one health problem was hypertension.

Implications: Key informants are knowledgeable about nutrition and health problems, contributing factors, and available resources.
Individual factors were perceived as more important contributors to nutrition and health problems providing valuable information
for planning nutrition interventions.
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in rural areas where smaller community size may lead to the
false assumption that communities are homogeneous; there-
fore, less preparation is needed before nutrition and health
interventions are initiated.* The Lower Mississippi Delta
(LMD) region of Arkansas, Louisiana, and Mississippi is a pre-
dominanty rural traditionally agricultural area with high
rates of nutritional deficits and chronic disease mortality and
morbidity.>~* These three states were recently ranked among
the poorest in the nation with respect to the health of the
population.'® Educational attainment is well below the
national average,!! and the proportion of households with
incomes below the federal poverty level ranges from 16 to
22%.512[n response to the nutrition-related health problems
in this region, the U.S. Congress directed the U.S. Depart-
ment of Agriculture, Agricultural Research Service, to estab-
lish the Lower Mississippi Delta Nutrition Intervention
Research Iditiative (Delta NIRI). Six academic institutions
in the three states are collaborating to design, implement, and
evaluate sustainable nutrition interventions.to improve health
in the LMD. _ :

Although data for the Delta region are sparse, inferences
from data collected from the southern region of the United
States or from each state suggest that rates of hypertension,
obesity, and diabetes are higher than those nationwide.!* The-
oretically, it would be possible to design nutrition interven-
tions solely on the basis of vital statistics, background litera-
ture, and relevant quantitative data. On the other hand, for a
community-based intervention to be effective and sustainable,
perceptions of community members must be determined and
then used to plan and tailor interventions. The purpose of this
study was to examine perceptions of community key infor-
mants regarding nutrition and health problems, contributors
to problems, and resources in their LMD counties. Key infor-
mants were individuals who by virtue of their role or posi-
tion have knowledge of and access to the community.!#!3
Since nutrition monitoring data for the LMD are sparse and
because of the diversity in key informants’ roles and view-
points, it was assumed that they would have varying percep-
tions about food and nutrition problems and contributors to
problems in their counties. Based on existing literature on dis-
ease prevalence in the region, it was also assumed that key
informants would report hypertension, obesity, and diabetes
as among the most important health problems in their coun-
ties. Because of the many similarities in health statistics and
sociodemographic characteristics across the three states, it was
assumed that key informants from different states would have
similar perceptions of problems.

METHODS

The key informant approach, modeled after rapid assessment
procedures,'has been demonstrated to be effective in assess-
ing community needs and providingaccess to the commu-
nity prior to implementing interventions.**'® This study
used a modified key informant approach to conduct in-per-

September ¢ October 2001 267

son interviews with 490 key informants in 36 selected coun-
ties and parishes (hereafter referred to as Delta NIRI coun-
ties) in the LMD on their perceptions of the nutrition and
health problems and resources in their communities.

Questionnaire design and pilot study procedures. A
pilot study was conducted in a single county in each state
during January and February 1997. Thirty-seven key
informants were interviewed. For the pilot, a series of open-
and closed-ended questions was developed using existing
data on nutrition and health problems and community
resources.”*?%-2 The responses given with the greatest fre-
quency in the pilot were used to develop questions and
response sets for use.in the main study. Both open- and
closed-ended questions, pretested for clarity, were included
in the main study questionnaire.

The final questionnaire consisted of the following com-
ponents. First, key informants were asked to provide Likert
scale responses to statemnents about food and nutrition prob-
lems and contributors to problems. Key informants were then
asked to identify food and nutrition resources that could be
found in their county. Next, they were shown a list of 13
common health problems and asked to rank the first, second,
and third most important problems in their county. They used
Likert scale responses to rate the importance of 12 contrib-
utors to health problems in their county. Finally, key infor-
mants were provided with a list of health resources and asked
to identify those that could be found in their county.

Table 1. Demographic characteristics of the population in the 36
counties in the Lower Mississippi Delta Key Informant Survey, 1997.

Characteristic Value
Gender? )

Male : 48.0%

Female ) 52.0%
Race?

African American . 51.0%

Non-African American 49.0%
Education® )

Less than high school graduate 34.8%

High school graduate or more 65.2%
Age*

0-14 25.3%

15-39 36.3%

40-64 ) ' 25.3%

65+ - 13.0%
Percent in poverty¢ 35.5%

Total population? 802,843

aSource: U.S. Census, Bureau of the Census, 1996 population estimates
program. '

*Smith et al."

“Source: U.S. Census, Bureau of the Census, 1993 state and county
income and poverty estimates_.



268 Yadrick et al./PERCEPTIONS OF COMMUNITY NUTRITION AND HEALTH NEEDS IN THE LOWER MISSISSIPPI DELTA

Table 2. Community sectors and key informant roles.

Se;torﬂ Specific Role

Health Primary health care provider
WIC nutritionist

Education School principal
School district director for school
lunch and school breakfast programs

Government Cooperative Extension home
economist
Mayor

Business Grocefy store manager

Religion Minister, African American

Minister, white

Private community food
program director

Voluntary and private
organizations
Informal community Grass-roots community leader,

leadership African American

Grass-roots community leader,
white

Lay representative Elderly Nutrition Program participant
Nonsupervisory employee of

nongovernment employer

3Sectors are modified from Haglund et al.!
WIC =Special Supplemental Nutrition Program for Women, Infants and
Children.

Selection of key informants. Key informants were
selected from each of the 36 Delta NIRI counties. A demo-
graphic profile of the counties is found inTable 1. Two coun-
ties in Mississippl were treated as a single unit due to their

shared resources and small population, yielding 35 sampling

units, Key informants in each county were chosen from eight
community sectors based on the community assessment
model of Haglund et al.! Twelve specific community roles
were defined within the eight sectors, using the “theory-dri-
ven” approach described by Johnson.® In brief, this approach
guides the selection of key informants from a pool of infor-
mants classified by theoretical qualifications such as status,
role, position, expertise, category, or subgroup membership.
Table 2 contains a list of the community sectors and specific
roles associated with each sector. In each county, one indi-
vidual representing each role was interviewed, with the
exception of the roles of minister and grass-roots community
leader. For these two roles, two individuals were interviewed,
one from each of the two predominant racial/ethnic groups
in the county. _

To identify and then to select specific key informants in
each countyto interview, lists were generated for each of the
12 community roles from directories and registers of state

and local agencies and organizations, from public sources of
information; and by local referral. Specific criteria were used
for selection of individuals within each role for interviews.
These criteria were intended to ensure representation by
race/ethnicity and by geographic distribution within each
county. Grass-roots community leaders were selected using
the “snowball” technique: those individuals named most fre-
quently by other key informants as informal community
leaders were interviewed.

Interviewer training. Interviewers were from the Delta

"NIRI partner institutions and met uniform selection

criteria. Interviewers and field supervisors from each insti-
tution participated in a 1Y/2-day training session conducted
by the study coordinating center. Training included instruc-
tion and practice in interviewing skills and systematic
recording of data and responses, as well as a question-by-
question review of the interview questionnaire. Field super-
visors were trained in monitoring and quality centrol pro-
cedures. Interviewers and field supervisors were certified at
training completion.

Study procedures. Following initial contact by tele-
phone and letter, key informants were interviewed at their
place of employment or at a community program site. Inter-
viewers transmitted completed questionnaires and report
forms to field supervisors, who monitored interviewers using
audit forms, reports, and weekly conferences. Following
review by field supervisors, questionnaires were transferred
to the coordinating center for coding and data entry. The
study was conducted in July and August 1997.

Statistics and database management. An SAS database
management system maintained by the study coordinating
center was used to organize data and perform quality con-
trol and data checks.? Factor analyses and multivariate analy-
ses were completed on responses to questions about food and
nutrition problems, contributors to food and nutrition prob-
lems, and contributors to health problems, using SPSS ver-
sion 10.0.?" Items in each of these categories were subjected
to separate principal-components factor analyses with vari-
max rotation. Factors with an eigenvalue greater than 1
were retained. Mean factor ratings were created by averag-
ing the Likert scale ratings for each item loading on a par-
ticular factor. The general linear models procedure was con-
ducted to identify within- and between-subject effects for
the mean factor ratings in each section. Tukey’s post hoc tests
were conducted to identify significant differences in mean
factor ratings between sectors and states. Differences were
considered statistically significant at p < .05. A weighted
ranking was computed for each health problem by assigning
three points to each first choice, two to each second choice,
and one to each third choice, summing the points, and
dividing by total possible points for the category. Total pos-
sible points for the category were calculated by multiplying
the number of respondents in'the category by six.



Table 3. Mean ratings for food and nutrition problem factors and problems assigned. to each factor, key informant survey, Lower Mississippi Delta counties, 1997.

Factar

Problems

Total
(n = 490)

J

Race/Ethnicity

Sector

AA
(n = 200)

CAU
(n =279)

HEAL
(n = 70)

GOVT
(n = 70)

EDUC
(Il = 70)

BUS
(n = 35)

REL
(n = 70)

VOL
(n =35)

ICL
(n =70)

LAY
(n =70)

Food acééss

iy

Food choices

There is little
variety in the types
of foods that can
be purchased.
There are few
grocery stores or
food markets.
Food prices are high.
People do not”
have enough
maney for food.
The school lunch

_ pragram does not

meet the needs
of children.

People do not eat
fruits and
vegetables very often.

- People eat a lot

of high-fat foods.
People eat too much

. fast food.

Waomen do not eat
enough of the right
kinds of food when
they are pregnant.

2.98

4.10

3.17,

2.84,

4.07

3.04,,

4.40

3.05,

4.15,

2.84y,

4.06,,

2.59,

3.81;

2.98,,

4.03,4

3.03.,

4.12,,

2.96.

4.15,

3.19,

3.954046

S Jo‘qwﬁN €€ SWN[OA UOHEINPH UONIINN] JO [euInof

Factor ratings are means of ratings for items loading on each factor, using a 5-point scale: 1 = strongly disagree, 5 = strongly agree.

Means in the same row and category (race/ethnicity or sector) with different subscripts differ at p < .05.

AA = African American; CAU = Caucasian; HEAL = health; GOVT = government; EDUC = education; BUS = business; REL = religion; VOL = voluntary and private organizations; ICL = informal com-

munity leadership; LAY = lay represeniation.
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RESULTS

Sociodemographic characteristics of the sample. A
total of 490 key informants were interviewed, 14 from each
of the 35 county sampling units. Thirty-five key informants
were interviewed from each of two sectors, business and vol-
untary/private organizations, and 70 from each of the
remaining six sectors. Fifty-six percent of the key informants
were Caucasian and 41% were African American; 57% were
female and 43% were male. Five key informants (1%) were
Asian or Hispanic. Race/ethnicity was not recorded for 6
respondents.

Food and nutrition problems, contributors, and
resources. For food and nutrition problems, factor analysis
yielded two factors, which accounted for 41% of the variance
in these items (Table 3). Of the nine food and nutrition prob-
lems that were rated by key informants, five problems loaded
on factor 1. Factor 1 was characterized by items concerning
food availability and cost of food, such as “there are few gro-
cery stores or food markets” and “food prices -are high,” and
was labeled food access. The mean factor rating for food access
was 2.98 on a 5-point scale. African Americans rated food
access as more important than Caucasians (3.16 vs. 2.84,
p =.0001). Grocery store managers in the business sector rated
it lower in importance than key informants in all other sec-
tors except the education sector (see Table 3). There were no
differences in the rating of this factor among the three states.

Four food and nutrition problems loaded on factor 2,
labeled food choices and characterized by items such as “peo-
ple eat a lot of high fat foods” and “people eat too much fast
food” (see Table 3). The mean factor rating for food choices
was 4.10.Two of four items loading on this factor were rated
as somewhat or very important by over 90% of respondents.
Key informants in the health sector, who were Special Sup-
plemental Nutrition Program for Women, Infants and Chil-
dren (WIC) nutritionists and primary care physicians or
nurse practitioners, rated this factor as more important than
key informants in all other sectors (4.40 vs. 3.95-4.15,p £
.01). There were no differences in ratings for food choices by

race/ethnicity or state. Key informants perceived problems

labeled as food choices as more important in their counties
than those characterized as food access (4.10 vs. 2.97,p =
.0001). :

Key informants rated 10 items on their importance in
contributing to food and nutrition problems in their coun-
ties. Analysis of these items yielded three factors, which
accounted for 52% of the variance (Table 4). Four items
loaded on factor 1, labeled education, rated 4.44 on a 5-point
scale, and characterized by items such as “lack of nutrition
information” and “not knowing how to make dietary
changes.” Three of four items loading on this factor were
rated as somewhat or very important by over 90% of respon-
dents. African Americans rated education as more important
in contributing to food and nutrition problems than Cau-
casians (4.55 vs. 4.35,p = .0001). Key informants represent-

ing the business sector rated education of lesser importance
than those from all other sectors (4.11 vs. 4.40-4.49, p < .02),
and those in Mississippi rated education as more important
than key informants in Arkansas or Louisiana (4.56,4.33, and

" 4.38, respectively, p < .01).

* Four items identified as contributors to food and nutrition
problems loaded on factor 2, labeled resources, rated 3.76 and
characterized by items such as “poverty or low income” and
“lack of transportation.” African Americans rated resources as
more important in contributing to food and nutrition prob-
lems than Caucasians (4.04 vs.3.55,p = .0001), and the busi-
ness sector rated it lower than three other sectors. There were
no differences in rating of this factor by state.

Three items loaded on factor 3, labeled willingness to
change, rated 4.23. Items under this factor included “unwill-
ingness to make the necessary changes to improve diet and
health” and “traditional food preferences or methods of
preparation.” Two of three items loading on this factor were
rated as somewhat or very important by over 90% of respon-
dents. Ratings of this factor were similar for racial/ethnic
groups, states, and most sectors, although the health and gov-
ernment sectors rated willingness to change as more impor-
tant than the business sector (p < .05). Among the three fac-
tors contributing to food and nutrition problems, key
informants rated education as most important, followed by
willingness to change and finally resources (4.44, 4.23, and
3.76, respectively, p = .0001).

Key informants identified resources available in their
counties to address food and nutrition problems (Table 5).
Food stamps, school lunch, Head Start, WIC, and the Elderly
Nutrition Program were identified by 90% or more of key
informants. ‘

Health problems, contributors, and resources. From
a list of 13 health problems, key informants ranked the top 3
in their counties. Weighted rankings indicated that high
blood pressure was perceived as the number one problem by
key informants (Fig. 1). Teenage pregnancy, drug addiction,
heart disease, and cancer were ranked with high blood pres-
sure among the top five health problems by the majority of
respondent groups. However, African Americans ranked dia-
betes fifth in importance, and respondents from the health
sector and the voluntary and private organization sector
ranked obesity fourth. There were also some differences in
rankings across states. Key informants from Mississippi ranked
high blood pressure first, compared to teen pregnancy for
Arkansas and cancer for Louisiana. For the entire respondent
group, obesity ranked sixth, diabetes ranked seventh, and sex-
nally transmitted diseases and alcoholism tied for eighth.
Health problems that were ranked by fewer than 5% of
respondents as first, second, or third in importance in their
counties included anemia, stroke, prematurity and low birth
weight, and infant mortality.

Key informants rated 13 items on their importance in
contributing to health problems (Table 6). Two factors
accounted for 82% of the variance in the items. The first fac-



Table 4. Mean ratings for food and nutrition problem contributing factors and contributors. assigned to each factor, key informant survey, Lower Mississippi Delta counties, 1997.

Factor

Race/Ethnicity

Sector

Contributors to Food Total AA CAU
and Nutrition Problems (n =490) (n=200) (n=279)

HEAL

(n = 70)

GOVT
(n = 70).

EDUC BUS REL VoL IcL
{n = 70) (n = 35) (n = 70) (n = 35) {n = 70)

LAY
(n=70)

Education

Resources

Willingness
to change

Lack of interest 4.44 4.55, 4.35,
in nutrition

Lack of nutrition

information

Lack of education

Not knowing how to

make dietary changes

Poverty or low income 3.76 4.04, 3.55,

. Lack of transportation

Lack of time to prepare
balanced meals
Unavailability of
high-quality, healthy
foods in local stores
Unwillingness to make the  4.23 4.29 ' 4.21
necessary changes to
improve diet and health
Traditional food
preferences or methods
of preparation

Lack of time to prepare
balanced meals

4.48,

3.93,

4.33,

4.40,"

3.80,

4.29,

. 3.784nc 3.41, - 3.68,4c

4.46, 411 4.49, 4.49, 4.40,

3.82,c 3.67 5

4270 4.01, 4.28,, 4.18,, 416,

4.49,

3.88,

4.21,,

Factor ratings are means of ratings for items loading on each factor, using a 5-point scale: 1 = not at all important, 5 = very important.

Means in the same row and category (race/ethnicity or sector) with different subscripts differ at p < .05.

AA = African American; CAU = Caucasian; HEAL = health; GOVT = government; EDUC = education; BUS = business; REL = religion; VOL = volunta‘ry and private organizations; ICL = informal com-

munity leadership; LAY = lay representation.
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Figure 1. Key informants’ ranking of health problems in their Lower Mississippi Delta counties. Informants ranked three health problems from
a list of 13 as'first, second, or third in importance in their counties. A weighted ranking proportion was computed for each health problem by
- category of respondent. Three points were assigned for each first, two for each second, and one for each third choice; points were summed
and divided by total possible points for the category. Total possible points for category were calculated by multiplying the number of respon-

dents in a category by six points.

tor, labeled health care access, received a rating of 3.72 on a
5-point scale and included seven items, such as “doctors and
clinics are not nearby” and “people don’t have enough money
to buy medicine.” African-American key informants rated
health care access of greater importance in contributing to
health problems than Caucasians (4.05 vs. 3.48, p = .0001).
There were differences among sectors in their rating of
health care access, with lay representatives rating this factor

Table 5. Percentage of key informants identifying nutrition programs
and services in their Lower Mississippi Delta counties, 1997.

Program %

Food Stamps 99.8
School lunch 98.6
Summer feeding 70.2
Head Start 98.6
WIC 94.3
Elderly feeding 90.2
Commodity food 65.{3
Food banks/pantries 62.0
Cooperative Extension/EFNEP 75.7
Other heaith department sponsored 60.4
Other community center sponsored 48.4
Hospital/clinic sponsored 49.2

WIC‘-_- Special Supplemental Nutrition Program for Women, Infants and
Children; EFNEP = Expanded Food and Nutrition Education Program.

higher than key informants from the government, education,
and business sectors (3.95 vs. 3.44,3.52 and 3.53, respectively,
p <.02).

The second factor identified as contributing to health
problems, labeled health behaviors and rated 4.59, included -
six items (see Table 6). This factor was characterized by items
such as “people do not get enough exercise” and “people
make poor food chpices.” Five of six items loading on this
factor were rated as somewhat or very important by over 90%
of key informants. Although there was a statistically signifi-
cant difference by race on rating of importance of health
behaviors, the actual difference was small (4.65 for African
Americans vs. 4.55 for Caucasians, p = .032). There were a
number of differences among sectors on their rating of the
importance of health behaviors as a contributor to health
problems, with the largest being between the health and
business sectors (4.70 vs. 4.41, p = .006). Key informants
from Mississippi rated health behaviors higher than those
from Arkansas, but the practical difference was small (4.65 vs.
4.52,p = .045). '

Key informants rated health behaviors as more important
than health care access (4.59 vs. 3.72, p = .0001). Both
racial/ethnic groups and all sectors also rated the two factors
in this order of importance.

Key informants identified a number of resources as avail-
able in their counties to address health problems (Table 7).
Generally, the programs and services identified by a high per-
centage of key informants were those typically provided by
local health departments, such as prenatal clinics, family



Table 6. Mean ratings for health problem contributing factors and contributors assigned to each factor, key informant survey, Lower Mississippi Delta counties, 1997.

Race/Ethnicity

Sector

Contributors to
Health Problems

. total AA
Factors -

(n=490)  (n=200) (n=279)

CAU HEAL
(n=70)

GovT
(n=70)

EDUC BUS °  REL VoL
(n=70) (n=35  (n=70) (n=35)

ICL
(n = 70)

. LAY
(n = 70)

Doctors and clinics 3.72
are not nearby.

The quality of health

care is poor.

People do not have
enough money to buy
iy, medicine. '
\‘People lack

transportation to the
doctor’s office or clinic.

It is difficult for pregnant
women to 'Qet health care.
Children have not received

Health care 4.05,

access

all the necessary shots.
"Many people have
inadequate health
insurance.

Health 4.65,

behaviors

People lack knowledge 4.59
about good health habits.
People do not believe
that making changes

wil improve health.
People make poor

food choices.

People do not get
enough exercise.

People have unhealthy
cooking habits.

Many people have
inadequate health
insurance

3.48, 3.85,, 3.44,4 3.52,, " 8.53,0 3,765 By

4.55, 4.70, 4.59,, 4.62,; 4.414 4.64, 4.59,4

3.83,,

4.59,4

3.95,4,

4.48,.

S I3qunN g¢ SWnjop fxope:npg ﬁop;.nnN 30 [euanof

Factor ratings are means of ratings for items loading on each factor, using a 5-point scale: 1 = not at all important, 5 = very important.

Means in the same row and category (race/ethnicity. or sector) with different subscripts differ at p < .05.

AA = African American; CAU = Caucasian; HEAL = health; GOVT = government; EDUC = education; BUS = business; REL = religion; VOL = voluntary and private organizations; ICL =

munity leadership; LAY = lay representation.

informal com-
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Table 7. Pércemage of key informants identifying health programs
and services in their Lower Mississippi Delta counties, 1997,

Program ' %
Cooperative Extension Service programs 84.5
Mobile screening for diabetes/hypertension 50.6
Antismoking campaigns 38.2
Health fairs . 74.7
Exercise 51.2
Programs sponsored by private organizations

such as the American Cancer Society 53.7
Prenatal clinics 71.2
Family planning clinics 70.8
Other private hospitals/clinics } 68.2
Health department clinics 64.9
Other community health clinics ) 45.1

planning clinics, and other health department clinics. Coop-
erative Extension Service programs were identified by 84.5%
of key informants as occurring in their counties and health
fairs by 75% of key informants.

DISCUSSION

To be successful, community-based nutrition interventions
must consider the priorities and problems perceived by com-
munity members and build on available community resources
and assets to address those problems. The purpose of this
study was to identify community key informants’ perceptions
of the nutrition and health problems and resources. in their
LMD counties as a basis for intervention planning.

In this study, the perceived food and nutrition problems
clustered into two primary explanatory factors, identified as
food access and food choices, with three broad factors, educa-
tion, willingness to change, and resources, identified as con-
tributing to these problems. Respondents rated food choices
as more important than food access. In the analysis, items asso-
ciated with food choices included frequent consumption of
high-fat and fast foods. These findings are generally consistent
with food consumption trends noted in the U.S. as a whole. 8%

Blaylock et al. and others®*-*? have reported that there are
a number of factors beyond those at the individual, behavioral
level that shape food consumption, including food availabil-
ity, economic influences such as food prices and pricing of
healthy food items, and time and convenience factors. This
study indicates that in the rural Mississippi Delta, although the
key informants recognized that access to food was a nutrition
problem in their counties, they did not consider it to be as
important as the issues related to food choices. This finding
was unexpected. Food availability has been found to be lim-
ited in poor rural areas, where supermarket density is low and
travel distances to reach a supermarket are greater than in
urban areas in nonpoor rural America.® In the same 36-county
LMD area where the key informant interviews were con-

ducted, Kaufman identified important problems with food
accessibility. He reported .that about 70% of low-income
households had inadequate access to large grocery stores.> It
Is possible that nutrition assistance programs, noted by a high
percentage of key informants as present in their counties, may
have been effectively addressing needs related to food access
in these high-poverty counties at the time this survey was
conducted. The single community-level factor identified as a
contributor to nutrition problems was resources, where lack
of high-quality, healthy food in local stores and lack oftrans—
portation were cited.

Key informants identified hypertension as the most impor-
tant health problem in their counties. This finding is consis-
tent with data on the high prevalence of hypertension in the
LMD. Prevalence of self-reported high blood pressure in the
36 Delta NIRI counties was 28.9% using combined 1991 and
1993 data.” In 1997, the prevalences of self-reported high
blood pressure were 26.3%, 25.1%, and 34.4% for Arkansas,
Louisiana, and Mississippi, respectively, compared with a
median prevalence of 23.0% for all states. The omission of
obesity among the highest ranked health conditions is note-
worthy. Reported prevalences of overweight adults in 1997
were 52.5%, 55.8%, and 57.8% for Arkansas, Louisiana, and
Mississippi, respectively, compared with a median of 53.6% for
the U.S.* From an intervention standpoint, these findings
suggest that interventions targeting hypertension. coincide
with a perceived threat by a high proportion of the respon-
dents.” On the other hand, the omission of obesity as a highly
rated health problem suggests that obesity is not viewed as a
primary and threatening disease. This may be due to the per-
ception of obesity as a risk factor rather than as a disease or
to tolerant cultural attitudes toward obesity.?”8 An interven-
tion focusing on obesity would have to address lack of aware-
ness of the importance of the problem.

Contributors to health problems clustered under two

© areas, health behaviors and health care access, with health

behaviors perceived as more important by key informants.
Much emphasis has been placed on the role of individual
health and lifestyle behaviors in preventing disease and pro-
moting health.” Consistent with this emphasis, key infor-
mants in the LMD counties perceived that individual behav-
iors of local residents play an important role in the healch
conditions afflicting the region. Whereas key informants rated
overall health care access as less important than health behav-
iors, it is noteworthy that African Americans rated it higher
than whites. Others have identified lack of access to health
care as an important problem in rural areas and among low-
income, minority populations.** This is especially true in the
LMD, where evaluation of health care resources in the three
states and the 127-county Delta region defined by the Lower
Mississippi. Delta Regional Commission noted a deficit of
health care providers, with 33 of the 36 LMD counties des-
ignated as primary care health professional shortage areas.*
Differences between African Americans and whites have
been noted in beliefs about the etiology of disease*® and about
the role of individual dietary and health behaviors in dis-
ease.””® In this assessment of perceptions of food and nutri-
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* tion and health problems and contributors to problems in the
LMD, five of seven factors were rated higher in importance
by African-American key informants than by whites. The dif-
ference in ratings by race/ethnicity was of greater magnitude
for factors related to the environment (food access, health care
access, resources) than for factors related to individual char-
acteristics and behavior (e.g., food choices, health behaviors).
There is ample evidence that minority populations have been
more likely to report lack of access to health care than
whites.*#! A higher prevalence of food insecurity has also
been found in minority populations.* The lesser magnitude
of differences in ratings on the individually and behaviorally
oriented factors may have been an artifact of the failure of
some items loading on these factors to discriminate ade-
quately among respondents. Many of these items were rated
as somewhat or very important by most key informants.

Some research suggests that minority and rural populations

may view chronic illness as a condition to be accepted rather
than as amenable to intervention.* However, health behav-
iors were perceived by the key informants as an important
contributor to health problems, suggesting that this belief was
not typical of key informants of either race in this study.

An alternative explanation for the ethnic differences in
responses to study questions on nutrition and health prob-
lems and contributors is a2 methodologic one. Previous stud-
ies have found systematic differences in the way members of
varying racial/ethnic groups respond to questionnaires and
scales. Race/ethnicity has been found to be associated with
response patterns on Likert response scales, with African
Americans more likely to ‘have acquiescent response
styles.*®*® Further research is needed to determine factors
underlymg differences in key informant perceptions regard-
ing specific nutrition and health problems and contributors
to problems. Consideration must be given to the implications
of these findings for nutrition intervention planning.

The usefulness of key informant interview methodology to
assess community health and nutrition needs internationally is
well documented.!81%#30 Key informants in this study repre-
sented a wide range of both formal and informal leadership
roles in their communities, thus contributing a broad and
diverse perspective on community needs. However, we recog-

nize that they do not represent the totality of individual or orga- -

nizational perspectives in the communities studied. Their

responses may have reflected particular biases or interests asso-

ciated with their role in the community. In this study, key infor-

mants welcomed the opportunity to share their perceptions of

needs in their local communities. Ongoing contact is being

maintained with key informants to help ensure their involve-
" ment with interventions planned as part of the Delta NIRI,

IMPLICATIONS FOR RESEARCH AND PRACTICE

Key informants were, for the most patt, in agreement regard-
ing nutrition and health problems in their communities. They

“saw multiple factors as contributing to the problems but rated -

September ¢ October 2001 275

individual-level factors (food choices, education, willingness
to change, health behavior) as more important than com-
munity-level factors (food and health care access, resources).
The multiplicity of factors suggests that intervention may be
required at the individual, household, institutional, and pol-
icy levels.3251-3 These data-also suggest that nutrition inter-
ventions in the LMD may need to build on areas of agree-
ment, while simultaneously reaching groups in the
population with differing perceptions of the problems and
therefore possible differing perceptions of the solutions.
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